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That  children  and  young  adults  are 
generally  taller  today  is  evident  wher¬ 
ever  young  people  congregate.  The 
U.  S.  Department  of  Agriculture  has 
completed  a  detailed  summary  and 
evaluation  of  published  and  unpublished 
height-weight  measurements  made  in 
the  United  States  in  the  last  100  years. 
This  provides  much  description  of 
changes  that  have  taken  place  in  aver¬ 
age  height-weight  measurements  of 
Americans. 

Important  contributions  were  made 
to  the  data  by  research  workers  in 
individual  colleges  and  by  the  Research 
Committee,  American  College  Health 
Association.  The  latter  group’s  study 
included  measurements  of  about  160,000 
students  entering  103  colleges  in  34 
states  during  1948-50.  Although  college 
students  may  represent  a  privileged 
group  with  better  than  average  family 
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Serial  heights  and  weights  of  students  en¬ 
tering  4  American  colleges  between  1870  and 
1957. 


health  standards,  they  also  may  repre¬ 
sent  more  nearly  what  is  desirable  from 
a  health  standpoint. 

That  college  students  are  now  con¬ 
siderably  taller  and  heavier  (and  attain 
this  size  at  an  earlier  age)  is  shown 
by  consecutive  data  from  some  of  the 
older  colleges.  The  accompanying  graph 
shows  three-year  height-weight  moving 
averages  for  students  entering  Amherst 
College  since  1870,  Yale  University 
since  1883,  Vassar  College  since  1884, 
and  Smith  College  since  1899.  Heights 
for  men  have  increased  from  67  or  68 
inches  to  70.5  inches,  weights  from 
about  134  to  153  pounds  (10  pounds 
more  than  expected  solely  on  the  height 
increase ) ;  heights  of  women  from  63 
to  over  65  inches  and  weights  from  120 
to  about  127  pounds.  The  graph  data 
indicate  that  average  heights  of  men 
may  still  be  increasing  but  that  heights 
of  women  have  reached  smother  plateau 
similar  to  the  one  seen  in  1905-15. 

Perhaps  even  more  striking  than  the 
increase  in  average  heights  of  these 
college  men  is  the  increase  in  the  per¬ 
centage  of  them  that  were  at  least  6 
feet  tall — in  1900  about  5  or  6  percent, 
in  the  1920’s,  10  to  15  percent,  and  in 
the  late  1950’s  as  high  as  30  percent. 
The  percentage  of  women  considered 
tall  has  also  increased  considerably  but 
corresponding  percentages  are  not 
available.  Similar  changes  in  average 
measurements  of  college  men  and 
women  are  evident  from  shorter  series 
of  consecutive  data  from  other  colleges. 

Comparison  of  data  for  men  and 
women  of  comparable  ages  measured 
20  years  apart  in  selected  colleges  is 
possible  from  data  collected  in  1928-30 
and  in  1948-50.  Men  and  women  from 
Cornell,  Minnesota,  Wisconsin,  Texas, 
and  Leland  Stanford  were  measured. 
The  men  averaged  1.2  inches  taller  and 
about  12  pounds  heavier,  the  women 
about  0.9  inches  taller  and  5  pounds 
heavier  in  the  later  than  in  the  earlier 
period. 

Thus  college  men  and  women  are  now 
at  least  2  inches  taller  than  those 
entering  the  same  schools  around  1900, 


and  about  1  inch  taller  than  in  1930. 
Women  entering  the  privately  endowed 
colleges  were  generally  *4  to  1  inch 
taller  than  those  in  coeducational  state 
or  city  colleges.  Similar  trends  to  taller 
men  in  privately  endowed  colleges  were 
noted  but  are  not  quite  so  strong. 

Medical  actuarial  data  from  the  large 
insurance  companies  show  similar 
changes  in  the  general  population  of 
the  U.  S.  and  Canada.  In  the  1912 
medico-actuarial  study,  men  in  their 
20’s  averaged  68.4  inches  tall  and 
women  64.4  inches  with  shoes.  In  the 
1959  Body  Build  and  Blood  Pressure 
Study  men  averaged  69.5  inches  and 
women  64.7  inches,  indicating  that  in 
general  men  have  increased  in  height 
more  than  women.  This  increment  dif¬ 
ference  may  not  be  real,  since  the 
women  in  the  1912  study  were  meas¬ 
ured  about  10  years  later  than  the  men 
(women  mostly  between  1900  and  1908, 
men  in  the  1890’s);  also  more  variation 
exists  in  heights  of  women’s  heels  so 
measurements  in  shoes  are  less  accu¬ 
rate  than  those  without  shoes.  Changes 
in  weight  are  even  more  difficult  to 
judge  because  of  changes  in  styles  and 
fabrics  in  clothing. 

These  trends  to  larger  size  have  been 
brought  about  by  a  number  of  factors: 
improved  obstetric  and  pediatric  care 
has  reduced  infant  mortality,  led  to 
better  dietary  direction,  immunization 
against  childhood  diseases,  early  detec¬ 
tion  and  correction  of  remediable  con¬ 
ditions;  a  better  start  in  life  probably 
has  contributed  to  better  development, 
greater  size,  and  longer  life;  more  at¬ 
tention  is  given  to  outdoor  play;  light 
sanitary  homes  are  more  generally 
available.  Other  factors  such  as  genetic 
diversification,  serial  changes  produced 
by  introduction  of  newer  ethnic  strains, 
and  many  environmental  factors  have 
played  their  part. 

Whether  Americans  have  reached 
their  genetic  maximum  in  height  in  the 
present  young  people,  and  whether  this 
trend  is  desirable  can  be  determined 
only  by  study  of  new  data  in  future 
investigations. 


RITIDN  RESEARCH 


As  the  senioH^fivision  of  American  population  increases,  it  becomes  appropriate 
to  study  the  group  to  determine  what  is  normal  and  then,  what  is  ideal  for  the 
promotion  of  health  and  useful  activity. 


Nutrition — Very  little  good  information 
is  available  regarding  nutritional  re¬ 
quirements  of  older  adults.  Energy 
requirements  decrease  with  age  and 
lessened  activity.  There  are  no  valid 
data  on  protein  requirements  in  elderly 
persons  but  it  may  be  assumed  that 
the  protein  need  does  not  decline  with 
age  after  the  cessation  of  growth.  On 
this  basis  and  for  want  of  contrary 
evidence,  these  daily  allowances  are 
considered  suitable  for  elderly  people: 
1800-2000  Calories  for  women,  2000- 
2200  Calories  for  men,  50-60  gm.  mixed 
protein,  0.5  gm.  calcium,  6-10  mg.  iron, 
5000  I.U.  vitamin  A,  0.5-0.7  mg.  thia¬ 
mine,  0.9-1.2  mg.  riboflavin,  5-7  mg. 
niacin,  and  30  mg.  ascorbic  acid. 
McHenry,  E.  W.  Nutrition  and  Older 
People.  Can.  J.  Pub.  Health  51:101 
(Mar.)  1960. 


Height-Weight — The  first  height-weight 
table  ever  constructed  for  the  65  to  94 
year  age  group  is  a  table  of  average 
weights  at  each  inch  of  height  for  per¬ 
sons  of  each  sex  in  five-year  age 
groups.  Weight  increases  with  increas¬ 
ing  height,  but  after  age  65  mean 
weight  decreases  progressively  with  ad¬ 
vancing  age  at  all  heights.  Overweight 
men  decrease  from  30%  to  10%  of  the 
population  from  65  to  94  years,  while 
underweight  men  increase  from  20% 
to  50%  in  the  same  age  span.  At  the 
same  ages,  overweight  women  decrease 
from  40%  to  10%  while  underweight 
women  increase  from  20%  to  55%. 
This  emphasizes  the  effect  of  over¬ 
weight  on  survival  rate.  Survival  rate 
was  not  influenced  by  body  height. 
Master,  A.  M.,  Lasser,  R.  P.  and  Beck¬ 
man,  G.  Tables  of  Average  Weight  and 
Height  of  Americans  Aged  65  to  94  Tears. 
J.  Am.  Med.  Assn.  172:658  (Feb.  13) 
1960. 


Food  Habits — The  food  habits  of  aging 
persons  are  affected  by  level  of  income, 
place  of  residence,  dental  health,  eat¬ 
ing  habits  acquired  early  in  life,  per¬ 
sonal  susceptibility  to  food  faddism  and 
educational  level.  There  is  actually  a 
very  limited  supply  of  information  on 
the  eating  habits  of  elderly  persons  in 
terms  of  the  total  aged  population  in 
the  United  States.  Food  habits  at  any 
age  are  the  cumulative  effects  of  many 
influences  over  a  period  of  years.  A 
longitudinal  study  of  the  effects  of 
dietary  habits  throughout  life  on  the 
eating  patterns  of  elderly  persons  may 
provide  important  information  on  the 
development  of  many  diseases. 
Beeuwkes,  A.  M.  Studying  the  Food  Hab¬ 
its  of  the  Elderly.  ].  Am.  Diet.  Assn. 
37:215  (Sept.)  1960. 


Age  And  Calcium  Metabolism — Rats  in 
two  age  groups  (10  to  12  months  and 
22  to  32  months)  were  studied  for  the 
influence  of  aging  on  the  metabolism  of 
calcium.  The  aged  animals  exhibited 
greater  endogenous  excretion  and 
greater  intestinal  absorption  of  cal¬ 
cium.  Although  both  groups  were  in 
overall  calcium  balance,  the  older  group 
retained  less  radioactive  calcium  for 
skeletal  deposition.  The  results  indi¬ 
cate  that  aged  animals  had  greater 
body  losses  of  calcium,  but  were  able 
to  maintain  equilibrium  by  increasing 
the  uptake  of  dietary  calcium  from  the 
intestine. 

Hironaka,  R.,  Draper,  H.  H.  and  Kastelic,  J. 
Physiological  Aspects  of  Aging.  III.  The 
Influence  of  Aging  on  Calcium  Metabolism 
in  Rats.  J.  Nut.  71:356  (Aug.)  1960. 


Dr.  Milicent  L.  Hathaway  is  a  dis¬ 
tinguished  researcher  whose  research 
areas  have  included  sterols,  thiamine, 
riboflavin,  calcium,  phosphorus  and 
nitrogen  metabolism,  nutritive  value  of 
school  meals,  and  nutritional  status 
studies.  She  has  received  the  Borden 
Award  in  home  economics  for  studies 
on  human  food  requirements.  Her 
doctoral  degree  in  biochemistry  was 
granted  from  the  University  of  Chicago. 

Home  economics  research  in  the 
U.  S.  Department  of  Agriculture,  of 
which  Dr.  Hathaway  is  a  part,  has 
made  an  outstanding  contribution  to 
better  family  living.  Its  function  is  to 
analyze,  investigate,  measure  and  de¬ 
velop  resources  for  the  benefit  of  con¬ 
sumers,  producers,  educators,  and  other 
public  leaders. 


The  academic  year  1961-62  inaugu¬ 
rates  the  centennial  of  the  Land-Grant 
college  idea  and  movement.  On  July  2, 
1862,  President  Abraham  Lincoln  signed 
the  Morrill  Act  establishing  the  Land- 
Grant  system  of  public  higher  edu¬ 
cation. 

This  act  was  significant  because: 
first,  it  embodied  the  then  revolutionary 
idea  that  everyone  with  the  ability  to 
absorb  a  higher  education  should  have 
the  chance  to  attend  college;  second,  it 
provided  the  incentive  on  a  national 
scale  to  bring  this  concept  to  life. 

The  purpose  of  the  centennial  is  not 
to  look  backward,  but  to  review  our 
Land-Grant  origins  and  development  in 
order  to  solve  tomorrow’s  problems. 


HOME  CARE  PROGRAMS  AND  NUTRITION 

By  Geraldine  M.  Piper,  Nutrition  Consultant 
Chronic  Disease  Program,  U.  S.  Public  Health  Service 


Much  atten- 
tion  has  been 
focused  on  the 
problems  of  the 
older  adult,  but 
are  they  prob¬ 
lems  or  chal¬ 
lenges?  It  is  a 
matter  of  point 
of  view.  Wheth¬ 
er  we  see  the 
situation  as  a 
problem  or  a 
challenge,  the 
fact  remains 
that  the  trend  is  toward  an  increasingly 
larger  proportion  of  older  people  in  our 
society.  Older  people  increasing  in 
number  bring  an  increasing  amount 
of  chronic  illness. 

A  variety  of  services  and  facilities  is 
being  established  to  meet  the  health 
needs  of  the  aged  and  chronically  ill. 
One  is  coordinated  home  care,  defined 
as  being  centrally  administered  and 
providing  for  a  range  of  coordinated 
medical,  nursing,  social  and  related 
services  to  selected  patients  at  home  on 
the  basis  of  integrated  evaluation  and 
planning.  The  basic  philosophy  of  co¬ 
ordinated  home  care  is  that  no  one  pro¬ 
fessional  discipline  is  responsible  for 
care  but  that  it  involves  a  multi¬ 
discipline  approach.  The  coordinated 
team  makes  an  initial  admission  evalu¬ 
ation  of  the  applicant,  plans  for  and 
implements  needed  patient  services, 
periodically  reviews  patient  progress 
and  carries  out  a  final  discharge  con¬ 
ference  for  each  patient. 

The  accomplishments  of  home  care 
have  been  described  as  permitting  bet¬ 
ter  use  of  hospitals,  better  health  care 
for  patients  in  the  home  environment, 
preservation  of  family  unity  and  maxi¬ 
mum  restoration  of  physical  function 
through  continued  care.  The  programs 
seem  to  be  of  two  general  types — one 
is  community-based,  which  is  adminis¬ 
tered  through  community  agencies  or 
local  official  health  agencies;  the  other 
is  hospital-administered,  best  described 
as  an  extension  of  hospital  care.  In 
either  case,  home  care  is  given  under 
medical  supervision. 

Food  is  a  common  topic  of  con¬ 
versation  when  service  team  members 
go  into  the  home.  Consequently,  clearly 
stated  dietary  and  nutrition  objectives 
for  each  patient  become  an  indispen¬ 
sable  part  of  the  home  care  program. 
Based  on  the  definition  of  coordinated 
home  care  mentioned  previously,  34  of 
the  37  programs  now  operating  (ac¬ 
cording  to  a  national  inventory  made 


by  the  American  Medical  Association, 
American  Hospital  Association,  Blue 
Cross  Commission,  Blue  Shield  Medical 
Care  Plans  and  the  Public  Health  Serv¬ 
ice)  have  part-time  nutrition  services 
available  from  resources  within  the 
central  administration  or  one  of  the 
cooperating  agencies.  What  are  these 
nutrition  services? 

First,  they  may  include  participation 
as  a  team  member  in  the  home  care 
admission  planning  conference  and  pro¬ 
vision  of  information  about  the  pa¬ 
tient’s  current  food  habits  and  diet, 
financial  allowance  for  food,  and  home 
facilities  for  food  preparation.  Such 
information  is  used  to  plan  services  to 
meet  the  patient’s  needs. 

The  role  of  the  dietitian  and  nutri¬ 
tionist  is  largely  a  consultative  and 
supportive  one.  She  counsels  with  other 
members  of  the  team,  exchanging  in¬ 
formation  in  private  conferences  on 
individual  patients,  rather  than  counsel¬ 
ling  directly  with  patients.  In-service 
staff  education  covering  general  food 
needs  and  how  these  needs  can  fit  into 
existing  food  patterns  makes  it  possible 
for  the  dietitian  or  nutritionist  to  ex¬ 
tend  her  influence  to  more  people  with 
a  saving  of  time.  Another  service  is 


“Is  water  fat¬ 
tening?”  “Can 
you  give  me  the 
title  of  a  good 
book  on  diet?” 
“What  is  the 
difference  be¬ 
tween  a  satu¬ 
rated  and  un¬ 
saturated  fat?" 

These  and 
many  other 
questions  about 
normal  nutrition 
are  answered  by 
Detroit  dietitians  through  their  unique 
“Dial-A-Dietitian”  program.  By  dialing 
a  telephone  number  from  10  a.m.  to 
12  noon  Monday  through  Friday,  De¬ 
troiters  can  have  their  questions  about 
normal  nutrition  referred  to  members 
of  the  Detroit  Dietetic  Association. 

For  a  year  prior  to  inauguration  of 
service,  a  working  committee  explored 
the  legal,  medical,  and  financial  impli¬ 
cations  of  the  project.  They  devised 


participation  in  the  team’s  periodic 
discussions  and  review  of  the  patient’s 
condition  to  keep  alert  to  changing 
needs  of  the  patient  in  order  to  main¬ 
tain  continuity  of  dietary  care. 

Interpretation  of  the  physician’s  die¬ 
tary  prescription  and  provision  of  nu¬ 
trition  education  leaflets  and  booklets 
to  support  instruction  are  additional 
nutrition  services.  This  information 
should  be  included  in  the  patient’s 
record  as  it  is  vital  to  the  effectiveness 
of  such  a  program.  Another  is  plan¬ 
ning  for  dietary  needs  when  a  patient 
is  transferred  from  a  hospital  to  a 
home  care  program.  A  cooperative 
working  relationship  of  this  type  is 
illustrated  by  a  program  in  West¬ 
chester  County,  New  York.  The  nutri¬ 
tionist  in  the  Westchester  County 
Health  Department  and  the  Grasslands 
Hospital  dietitians  work  together  to 
strengthen  the  continuity  of  normal 
nutrition  and  modified  diet  education 
aspect  of  the  program. 

It  is  probable  that  in  the  years  to 
come  increasing  attention  will  be  given 
to  the  development  of  coordinated  home 
care  programs.  Many  professional 
leaders  in  health  and  medical  care  feel 
that  for  the  aged,  with  a  variety  of 
needs,  a  coordinated  home  care  pro¬ 
gram  is  a  desirable  and  effective  way 
to  provide  comprehensive  health  care  to 
patients.  Nutrition  service  should  be  a 
part  of  this  care. 


service  policies,  approved  resource  ma¬ 
terial,  and  agreed  to  serve  as  a  nucleus 
of  resource  people  and  an  evaluation 
committee.  A  telephone  service  rather 
than  correspondence  was  chosen  be¬ 
cause  the  telephone  would  require:  (a) 
less  motivation  for  use  (b)  less  time 
(c)  more  opportunity  for  clarifying 
questions  (d)  more  personal  contact 
and  (e)  fewer  legal  implications. 

Initially,  the  project  was  jointly 
sponsored  by  the  Detroit  Dietetic  Asso¬ 
ciation  and  the  Merrill-Palmer  Insti¬ 
tute.  Currently  the  Dairy  Council 
of  Detroit  assumes  financial  responsi¬ 
bility  and  cooperates  with  the  project. 
Cost  approximates  thirty  dollars  per 
month,  which  includes  the  telephone, 
answering  service,  and  mailing  costs. 

“Dial-A-Dietitian”,  as  it  now  oper¬ 
ates,  is  under  the  supervision  of  a  Nu¬ 
trition  Bureau  chairman  appointed  by 
the  president  of  the  local  Association. 
Her  responsibilities  include  scheduling 
members,  supplying  the  telephone 
( Continued  on  Page  Eight) 
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By  Muriel  G.  Wagner,  Nutritionist 
The  Merrill-Palmer  Institute,  Detroit 


1 


THUGS  Y0II1L  LIKE  TO  READ 


—that  smorgasbord  originated  in  Scan¬ 
dinavian  countries  as  a  traditional 
gesture  of  hospitality  on  feast  days 
and  wedding  celebrations?  Distances 
were  long  and  travel  hard,  so  guests 
sometimes  stayed  for  two  weeks.  They 
brought  an  assortment  of  foods.  These 
offerings  were  laid  out  on  a  common 
table  for  all  to  enjoy. 


Foods  Without  Fads — McHenry,  E.  W. 
Philadelphia:  J.  B.  Lippincott  Compa¬ 
ny.  1960.  $3.50. 

This  book  is  intended  to  supply  reli¬ 
able  information  about  nutrition  and 
about  food  choice.  A  common  sense 
approach  is  the  keynote  with  advice 
delivered  in  plain  factual  language  in  a 
smooth  convincing  style,  punctuated 
with  humor.  Among  the  topics  covered 
are  why  eat,  food  habits,  basic  food 
groups,  meal  planning,  food  for  chil¬ 
dren,  adults,  and  older  people,  weight 
control,  and  food  nonsense. 


Nutritional  Evaluation  of  Food  Proces¬ 
sing — edited  by  Harris,  Robert  S.  & 
von  Loesecke,  Harry.  New  York:  John 
Wiley  and  Sons,  Inc.  1960.  $12.00. 

Thirty-three  authors  have  contribu¬ 
ted  to  this  comprehensive  reference 
covering  the  nutritional  effects  of  the 
processing  of  foods  as  they  proceed 
from  the  place  of  origin  to  the  point 
of  consumption.  The  purpose  of  the 
book  is  to  evaluate  known  effects  of 
processing  and  to  indicate  how  certain 
procedures  may  be  altered  to  minimize 
losses  in  nutritional  value. 


- — that  in  a  recent  survey,  two  out  of 
five  persons  65  years  of  age  or  older 
consumed  less  than  three  quarts  of 
milk  per  week  ?  Another  two  used 
between  three  and  five  quarts  a  week 
and  less  than  one  out  of  five  used 
more  than  five  quarts. 


— that  the  French  word  “dessirvir” 
means  “to  clear  the  table”  and  is  the 
origin  of  our  word  dessert? 


— that  on  a  year-round  average,  a 
tablespoon  of  butter  supplies  460  Inter¬ 
national  Units  of  vitamin  A? 


—that  annual  food  consumption  in  the 
U.  S.  averaged  1488  pounds  per  person 
during  1960,  according  to  year-end 
estimates  made  by  the  U.  S.  Depart¬ 
ment  of  Agriculture? 


—that  one  of  the  earliest  recorded 
references  to  cheese  (about  3000  B.C.) 
is  found  on  clay  tablets  discovered  in 
the  ruins  of  the  Temple  of  Ur  in  the 
valley  of  the  Euphrates  River? 


— that  V2  cup  of  whole  cranberry  sauce 
folded  into  V2  cup  of  marshmallow 
creme  makes  a  delicious  topping  for 
ice  cream? 
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(Continued  from  Page  Seven) 

answering  service  with  information 
blanks,  and  maintaining  records.  She 
makes  monthly  reports  to  the  Associ¬ 
ation  and  participates  in  the  evaluation 
meeting  with  the  advisory  board. 

Participation  by  the  membership  is 
limited  to  one  day  every  three  months. 
The  questions  are  recorded  in  duplicate 
by  the  telephone  operator  at  the  an¬ 
swering  service,  with  the  caller’s  name, 
address  and  telephone  number  on 
blanks  provided  by  the  organization. 
The  dietitian  assigned  for  that  day  is 
mailed  one  copy  of  the  recorded  ques¬ 
tions  and  answers  the  questions  by 
telephone  as  soon  as  possible,  prefer¬ 
ably  within  24  to  48  hours.  The  mem¬ 
ber  records  a  resume  of  her  answers 
and  mails  this  copy  to  the  Nutrition 
Bureau  chairman  in  the  envelope  pro¬ 
vided.  The  chairman  checks  this  com¬ 
pleted  information  sheet  against  that 
forwarded  to  her  by  the  answering 
service  to  assure  continuity  of  service. 

Requests  for  therapeutic  dietary  pre¬ 
scriptions  receive  medical  referrals. 
However,  questions  regarding  prepara¬ 
tion,  purchasing,  and  selection  of  spe¬ 
cific  foods  for  therapeutic  diets  are 
answered.  Requests  for  detailed  dietary 
instructions  or  clarification  of  diets  are 
referred  back  to  the  physician. 

We  have  categorized  the  932  calls 
received  during  the  first  nine  months  of 
operation.  Questions  on  therapeutics, 
food  values,  food  preparation,  and  food 
sanitation  led  the  list.  Questions  fre¬ 
quently  asked  covered  cholesterol  and 
fat;  sodium  and  salt;  diet  questions  on 


diabetes,  ulcers  and  heart  disease;  calo¬ 
ries  in  foods;  nutritive  values  in  gen¬ 
eral;  minerals  in  foods;  and  cholesterol 
and/or  fat  in  foods. 

Regular  publicity  has  proved  a  neces¬ 
sity  for  utilization  of  the  service.  The 
call  load  can  be  directly  correlated  with 
the  appearance  of  newspaper  articles 
and  spot  radio  announcements.  Initially, 
the  three  large  metropolitan  dailies 
carried  stories  of  the  service.  This  was 
followed  by  stories  in  smaller  com¬ 
munity  papers  and  house  organs.  At 
the  request  of  the  Food  Editor  of  The 
Detroit  News,  Association  members 
wrote  a  series  of  ten  nutrition  articles 
which  were  featured  in  Sunday  editions 
of  the  paper. 

At  the  present  time,  a  question  and 
answer  column  called  “Know  Your 
Diet”,  which  is  written  by  one  of  our 
members,  is  a  regular  Sunday  feature 
of  The  Detroit  News.  We  are  also 
placing  a  brochure  in  supermarkets 
throughout  the  Detroit  area  to  advise 
shoppers  of  our  service. 

The  service  is  of  value  to  members  of 
the  Association  in:  (a)  continuing  edu¬ 
cation  (b)  professional  satisfaction  in 
being  of  service  to  people  (c)  concrete 
information  as  to  the  needs  for  nutri¬ 
tional  information  (d)  recognition  of 
need  to  do  more  for  lay  people  and 
(e)  greater  awareness  of  community 
agencies  and  resources. 

We  feel  that  the  service  facilitates 
“grass  roots”  nutrition  education  and 
helps  to  combat  food  misinformation  by 
personalized  communication  of  the  facts 
to  the  lay  person.  Expert  nutrition  in¬ 
formation  is  now  as  close  to  Detroiters 
as  their  telephone. 


